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ABSTRACT 
Individuals with Alzheimer’s disease (AD) and dementia commonly referred to as 
persons with dementia (PWD), often experience behavioral and psychological symptoms as a 
result of the disease process. With no cure for AD and no way to prevent the onset of this 
disease, studies are analyzing methods to manage the symptoms of this disease. Previous 
literature on the effect of social adult day models is limited, especially pertaining to particular 
symptoms linked to this disease. This study explored three presenting symptoms associated with 
AD: anxiety, problem behaviors, and social engagement. Using a secondary data analysis, a 
sample of 30 participants from Charlie’s Place Activity and Respite Center located in Baton 
Rouge, LA were observed and analyzed to determine if this adult day center would have an 
impact on the PWD’s levels of anxiety, problem behaviors, and social engagement.
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CHAPTER 1: INTRODUCTION 
In the United States in 2015, an estimated 5.3 million people were living with 
Alzheimer’s disease, yet there are still no curative methods or ways to prevent the onset of the 
disease (Alzheimer’s Association, 2016). Many people living with Alzheimer’s disease or 
another form of dementia exhibit psychological and behavioral problems that can become a 
burden to both the individual and his or her caregiver. In addition to the onset of memory loss, an 
individual with Alzheimer’s disease can experience symptoms such as agitation, anxiety, 
depression, social withdrawal, and problem behaviors (Alzheimer’s Association, 2015a). The 
purpose of this longitudinal study is to determine the effect of adult day centers on the levels of 
anxiety, problem behaviors, and social engagement of persons with Alzheimer’s disease or other 
types of dementia.  
Caregivers are a vastly overlooked population in need of assistance, especially those 
caring for someone with a form of dementia such as Alzheimer’s disease (AD). According to the 
Alzheimer’s Association (2015b), in 2014 an estimated 85% of all caregivers for persons with 
dementia consisted of family members, equating to nearly 15.7 million people (Alzheimer’s 
Association, 2015b). The amount of unpaid care provided by family caregivers consisted of 17.9 
billion hours of voluntary care (Alzheimer’s Association, 2015b). According to the Alzheimer’s 
Association (2015b), the billions of hours of unpaid care is worth nearly $217 billion. The slow 
progression of AD causes a steady cognitive decline that often results in an individual’s inability 
to perform activities of daily living (ADLs) and instrumental activities of daily living (IADLs), 
which are needed for one to function independently (Alzheimer’s Association, 2016). Some of 
the daily tasks associated with caregiving can include managing medications, feeding, 
transporting, and grooming (Alzheimer’s Association, 2016). The around-the-clock care that 
 2 
persons with dementia are in need of can create situations in which the caregiver begins to 
exhibit signs of caregiver stress or burden (Alzheimer’s Association, 2015b).  
Caregiver burden, as defined by Hall et al. (2014), is any stressors related to taking care 
of a family member or friend undergoing a chronic illness. Caring for someone with AD or 
dementia can result in a high level of caregiver burden that can generate biological, 
psychological, and social problems among the caregivers (Hall et al., 2014). When unaddressed, 
caregiver stress can cause health problems such as anxiety, depression, or insomnia and can also 
lead to feelings of irritability or anger towards their loved one afflicted by AD (Alzheimer’s 
Association, 2016). Due to the cognitive and physical decline that AD and dementia perpetuates, 
higher levels of caregiver stress are attributed to the progression of these diseases (Hall et al., 
2014). According to the Alzheimer’s Association (2016), caregivers of persons with dementia 
are 3.5 times more likely to state that the most difficult problem related to caregiving is the 
exacerbation of their own health related issues. Additionally, the Alzheimer’s Association (2016) 
found that mental distress was regarded as high or very high in 60% of AD and dementia 
caregivers and another 40% of caregivers were found to be battling depression related to 
caregiving. Furthermore, in 2014 there was an estimated cost of $9.7 billion associated caregiver 
health issues (Alzheimer’s Association, 2016). The risk of caregivers developing a psychological 
or physical ailment can result in high burnout rates, which can diminish the quality of care for 
the individual with AD or dementia (Alzheimer’s Association, 2016).  
One of the many interventions targeting caregiver burden are respite centers, commonly 
referred to as adult day centers (MetLife Mature Market Institute, 2010). In 2010, the MetLife 
Mature Market Institute assessed 4,601 medical and social adult day centers across the United 
States. The study found that these adult day centers served nearly 260,000 participants and 
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caregivers combined (MetLife Mature Market Institute, 2010). One of the most common reasons 
for client enrollment was due to the need for caregiver respite (MetLife Mature Market Institute, 
2010). It was observed that both participants and caregivers benefited from many of the adult day 
centers. One main way these adult day centers helped caregivers was that they allowed the 
caregiver to continue working, while at the same time providing resources and programs to help 
alleviate some of the stressors associated with caring for persons with dementia (MetLife Mature 
Market Institute, 2010). The study indicated that nearly 70% of these adult caregiving programs 
provided educational opportunities for caregivers, 58% offered support groups, and 40% ran 
individual counseling sessions (MetLife Mature Market Institute, 2010). Additionally, it was 
determined that 80% of participants attended adult day centers for a full work-hour day and 
nearly 46% attended five days per week (MetLife Mature Market Institute, 2010). This is 
important because it demonstrates how caregivers are able to continue working while providing 
care for their loved ones (MetLife Mature Market Institute, 2010). Having adult day centers that 
persons with AD or dementia can attend is a way to alleviate some of the stressors related to 
caregiver burden.  
The subsequent sections of the literature review will evaluate current literature on 
Alzheimer’s disease and dementia. Next, the outcomes of anxiety, problem behaviors, and social 
engagement in relation to AD and dementia will be explicated. Following will be a discussion 
explaining the conceptualization of the adult day center Charlie’s Place. Lastly, the historical 
foundation of adult day centers will be explained, along with the study’s purpose, research 
questions, and hypotheses. 
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CHAPTER 2: LITERATURE REVIEW 
Explicating Dementia and Alzheimer’s Disease 
In order to conduct a study with individuals with Alzheimer’s disease (AD) and 
dementia, it would be important to explicate the disease first. Major neurocognitive disorder, 
commonly known as dementia, is a broad term for the overall symptoms pertaining to the decline 
in cognitive ability. Dementia causes significant impairment in both activities of daily living 
(ADLs) and instrumental activities of daily living (IADLs; American Psychiatric Association, 
2013). ADLs include tasks that are needed to take care of one’s body, such as feeding, bathing, 
and dressing; IADLs include more complex tasks needed to maintain independence, such as 
managing finances and doing housework. There are a number of different cognitive disorders 
under the category of dementia, but the three most common forms of dementia are AD, vascular 
dementia, and dementia with Lewy Bodies (Alzheimer’s Association, 2015a). AD is a 
neurocognitive disorder that causes the deterioration of neurons in the brain resulting in 
problems with memory, language, judgment, and behavior (Alzheimer’s Foundation of America, 
2015).  
According to the American Psychiatric Association (2013), four criteria must be met 
before someone can be diagnosed with AD. These include the presence of mild or major 
neurocognitive disorder, a gradual onset of cognitive impairments, criteria meeting either 
probable or possible AD, and the disease is not better explained by other neurological and 
biological diseases (American Psychiatric Association, 2013). The symptoms for mild 
neurocognitive disorder are typically memory loss and problems with IADLs, while major 
neurocognitive disorder yields a significant decline in the ability to perform ADLs. One main 
distinguishing factor AD has from other types of dementia is that there must be very clear signs 
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of major cognitive decline persisting over a period of time (American Psychiatric Association, 
2013). Further, in order to meet the requirement of probable AD the gene for AD must be 
present. Possible AD would be diagnosed if there were no linking gene present (American 
Psychiatric Association, 2013). The reason for the differentiation between probable and possible 
AD is due to the fact that the diagnosis of AD can only be certain upon examination of an 
autopsy (American Psychiatric Association, 2013).  
Symptoms of Alzheimer’s disease most commonly emerge after the age of 65 and 
progress for the remainder of one’s lifetime (“Alzheimer’s Disease,” 2011). While the cause is 
still unknown, AD’s greatest risk factor is age (American Psychiatric Association, 2013). In the 
United States, 53% of those living with AD are between the ages 75-84 and those over 85 years 
make up 40% of the AD population (American Psychiatric Association, 2013). Individuals 
diagnosed with AD usually have a life expectancy of about ten years, but this can range from two 
to 20 years (Alzheimer’s Foundation of America, 2015). Currently, more than 5.3 million people 
in America live with AD, and with no cure the number of people with this disease continues to 
grow. It is projected that by the year 2025 there will be a 40% increase in individuals living with 
AD (Gaugler, James, Johnson, Scholz, & Wevue, 2015). As of 2015, Louisiana has nearly 
82,000 people living with AD and this number is expected to increase 34.1% by the year 2025 
(Gaugler et al., 2015). The projected increase of cases of AD is indicative of the importance of 
planning for the future and understanding the problems that can be caused by the disease.  
Additionally, the individuals participating in this study are being taken care of by their 
primary caregivers within the home. In 2013, 15.5 million caregivers provided in-home care to a 
loved one with AD or dementia, amounting to approximately 17.7 billion hours of voluntary care 
(Gaugler et al., 2015). In the United States the number of nursing home beds amounts to nearly 
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1.6 million. Of that, the number of nursing home beds accounted for in Louisiana is 35,533 
(Gaugler et al., 2015). In 2012, Harris-Kojetin, Sengupta, Park-Lee, and Valverde (2013) 
indicated that 48.5% of nursing home residents consisted of those with AD or dementia, but 
Gaugler et al. (2015) stated that this number has increased to nearly 60%. With the vast amount 
of people providing in-home care for someone with AD or dementia, along with the increasing 
percentage of nursing home beds allocated to individuals with dementia, it is important for social 
work to understand the mental, social, and behavioral health of these individuals. Constructs 
related to these types of health constitute the outcomes of this study. For the sake of brevity, the 
remainder of this thesis will refer to people with AD or dementia as persons with dementia 
(PWD). 
It is evident that PWD experience changes in memory due to the nature of this disease 
and behavior problems often accompany the memory changes. Older adults without a major or 
mild cognitive disorder generally have a cognitive decline that increases 1-2% per year, while 
PWD have a progression rate of 10-15% each year (Henry et al., 2012). Because the onset of AD 
is gradual, changes both with memory and behavior can be outlined in early, middle, and 
advanced stages. As the Alzheimer’s Association (2015a) states, during the beginning stages 
PWD are generally self-sufficient, in that one begins experiencing only minor problems with 
memory. As a result, difficulty with IADLs ensues. For example, PWD may begin to forget 
things such as paying monthly bills or taking regularly scheduled medications, but might still be 
able to drive or continue with his or her career (Alzheimer’s Association, 2015a). The early 
stages of AD can last for several years and because PWD are predominantly functionally 
independent with minor changes in memory, the signs of AD may not be recognized 
(Alzheimer’s Association, 2015a).  
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During the middle stages of AD, greater changes in memory begin to occur. The stark 
decline of functional memory along with difficulty performing ADLs often contributes to 
definable behavioral problems in this stage (Alzheimer’s Association, 2015a). Once simple tasks 
become burdensome, PWD start to rely on the assistance of his or her caregiver to function in 
everyday activities such as deciding what to wear or remembering to brush one’s teeth 
(Alzheimer’s Association, 2015a). Problem behaviors appear to peak during the middle stages of 
AD and begin to diminish during the last and most advanced stages as PWD lose any ability to 
verbally or physically communicate. As indicated by Roth et al. (2003), problematic behaviors 
among PWD are most prominent with moderate dementia and become less severe as the stages 
and symptoms of dementia progress.  
The decline in memory along with problematic behaviors can lead to changes in social 
engagement for PWD. As the disease progresses, PWD begin to participate less frequently in 
social activities, which may no longer be seen as enjoyable. In a study by Farrell et al. (2014), 
236 participants with mild-to-moderate AD were assessed to determine if they had trouble with 
finding the correct words when speaking and how this affected social engagement. Fifty-two 
percent of the participants stated they had problems with effectively communicating. The 
participants also reported lower satisfaction in activities they previously enjoyed in addition to 
decreased participation in social activities (Farrell et al., 2014). It was concluded that the 
participants with AD that experienced difficulty when speaking participated in social activities 
less frequently and indicated that these activities were no longer as gratifying as they were before 
the onset of AD (Farrell et al., 2014). Furthermore, a study by Henry et al. (2012) sought to 
determine whether social behavior differed among those with early dementia, mild cognitive 
impairment, and people who aged normally. The study examined social appropriateness, 
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inappropriateness, stereotyping, and prejudice. It was found that the controls and the participants 
with mild cognitive impairment did not differ significantly, while those with early dementia 
displayed the highest signs of inappropriate social behavior (Henry et al., 2012). The findings 
were attributed to the deterioration of cogent memory, rather than trouble with memory recall 
(Henry et al., 2012). Findings from this study indicated that behavior problems related to social 
situations could occur in the earliest stages of AD, which can have a negative effect on 
interpersonal relationships for PWD (Henry et al., 2012). 
It should be noted that these changes in personal interaction for PWD have a direct effect 
on their relationship with a caregiver. Though PWD may be faced with increased difficulty and 
dissatisfaction when participating in social and leisure activities, the progression of dementia 
severely impacts relationships with the person’s caregivers. In a longitudinal study, the effects of 
behavioral problems among PWD were examined (Gaugler, Kane, Kane, & Newcomer, 2005). It 
was determined that problems in behavior directly correlated with increased caregiver stress as 
well as increased levels of depression. Furthermore, a study by Linde, Dening, Matthews, and 
Brayne (2014) stated that all of the symptoms of behavioral and psychological symptoms in 
dementia (BPSD) were associated with higher levels of caregiver burden and disturbed the 
overall happiness of caregivers. Another study, by Perren, Schmid, Herrmann, and Wettstein 
(2007), assessed behavioral problems in PWD and the effects it has on their caregiving spouses. 
The study found that the caregivers had a higher tendency of avoiding their partners that 
exhibited higher levels of problematic behaviors (Perren, Schmid, Herrmann, & Wettstein, 
2007). The study by Fauth (2013), which evaluated 177 caregivers and their spouses with 
dementia, categorized BPSD by frequency of occurrence, level of intensity, and distress. It was 
found that the most prevalent behavioral symptoms that were assessed using the 
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Neuropsychiatric Inventory consisted of apathy, depression, and agitation (Fauth, 2013). The 
most apparent physical changes were in appetite, motor behaviors, and apathy; the most 
distressing symptoms were delusions, agitation and irritability (Fauth, 2013). Furthermore, the 
study presented that the most prevalent symptoms according to the Revised Memory and 
Behavior Problems Checklist were related to memory problems, and the least frequent 
behavioral symptoms among PWD were disruptive behaviors (Fauth, 2013). Though problems 
with memory were most frequent and disruptive symptoms were least frequent among the PWD, 
the most distressing symptoms to the caregivers were the disruptive symptoms. As indicated by 
this study, though behavioral problems may not occur as often as memory problems, these have a 
direct correlation of the relationship between PWD and his or her caregiver and therefore require 
particular attention (Fauth, 2013).  
Conceptualization of Anxiety 
Though PWD may experience many symptoms related to overall mental health, the main 
focus pertaining to mental health is in this thesis is anxiety. This is because anxiety is remarkably 
prevalent in this population. Before discussing the prevalence of anxiety within this population, 
it is important to discuss the prevalence within the general population of the country. Of the 
anxiety disorders, generalized anxiety disorder (GAD) is listed as the most prevalent, affecting 
nearly 6.8 million Americans (National Institute of Mental Health, n.d.). Obsessive-compulsive 
disorder (OCD) and panic disorder follow behind GAD as the second and third leading forms of 
anxiety disorders (American Psychiatric Association, 2013). GAD, which affects twice as many 
women as men, typically includes symptoms such as feelings of restlessness, becoming easily 
fatigued, trouble concentrating, irritability, muscle tension, and sleep disturbance (American 
Psychiatric Association, 2013; National Institute of Mental Health, n.d.). According to the 
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American Psychiatric Association (2013) in order to meet the criteria for GAD one must exhibit 
signs of the following six criteria: excessive anxiety or worry present for at least six months, 
difficulty controlling the worry, having three of the six previously described symptoms, 
symptoms causing significant distress, and that the disorder is not due to another medical 
condition or other mental disorders.  
While the etiology of anxiety disorders is largely unknown, onset usually occurs in early 
adulthood affecting between 5.7% and 9% of all cases for a lifetime (American Psychiatric 
Association, 2013; National Institute of Mental Health, n.d.). A study by Gonçalves and Byrne 
(2012) sought to test the age of onset for GAD. The study analyzed a sample of 8,841 
Australians between the ages of 16-86 years, of which 3,178 people were between the ages of 
55-85. In the age range of 55-85 years, 227 participants presented a lifetime prevalence of GAD. 
The study found that less than one tenth of those with GAD were diagnosed with the disorder 
over the age of sixty (Gonçalves & Byrne, 2012). According to the American Psychiatric 
Association (2013), in the United States GAD typically occurs more frequently in those of 
European origin over and above people of Asian, African, Native American, or Pacific Islander 
descent. One cross sectional study that examined anxiety rates among a sample of 330 adults 65 
years and older found that when compared to older white adults, African American adults were 
less likely to be classified as anxious and less likely to be taking psychotropic medications (Kim, 
Morales, & Bogner, 2008).  
After reviewing different empirical data, while many people with AD showed significant 
signs of anxiety, the prevalence of GAD constituted a small percentage among those with AD 
because they did not meet the criteria outlined in the DSM-V. For example, the study by 
Chemerinski, Petracca, Manes, Leiguarda, and Starkstein (1998) assessed 398 AD patients for 
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GAD and only 5% of the patients presented symptoms that qualified for this disorder. While only 
a small portion met the criteria for GAD, the authors noted that those with GAD presented much 
more severe symptoms for anxiety, depression, and behavioral problems than the AD patients 
without GAD. Chemerinski et al. (1998) also referred to a study that found GAD has a 
prevalence of 1.9% among adults 65 and older implying that GAD among those with AD is two 
to four times more likely to occur than with older adults without AD (Blazer, George, & Hughes, 
1991). Another study examined two different samples with AD over a period of five years; one 
group consisted of 62 participants and the other group with 75 (Ferretti, McCurry, Logsdon, 
Gibbons, & Teri, 2011). The study sought to examine overall anxiety symptoms, not just GAD. 
It was concluded that 68% to 71% of the participants displayed symptoms of anxiousness with 
worry, apprehension, and irritability, all of which were the most prevalent symptoms (Ferretti et 
al., 2011). The study found that only 5% to 6% presented symptoms for GAD that met the 
criteria for the DSM-V (Ferretti et al., 2011). These studies demonstrate that those who have AD 
are at higher risk for developing GAD and the possibility for worsening symptoms of anxiety.  
The current study will follow the understanding of anxiety as cited in the previous paragraph, 
focusing on the symptoms of anxiety and not the disorder itself.  
Conceptualization of Social Engagement 
As indicated by the Alzheimer’s Association (2015a), PWD in the early stages of AD 
may experience slight behavioral changes such as feeling more anger or embarrassment due to 
the frustration of knowing they are beginning to experience memory problems. As a result, this 
can sometimes lead to isolation (Alzheimer’s Association, 2015a). The article by van der Linde, 
Dening, Matthews, and Brayne (2014) analyzed 62 studies related to the BPSD. In relation to 
PWD, the study found patterns of symptoms pertaining to affectivity, psychosis, hyperactivity, 
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and euphoria. Of these symptoms it was stated that PWD exhibited affective behavioral 
symptoms, particularly dysphonia and anxiety, most frequently in early stages of AD and 
dementia (van der Linde, Dening, Matthews, & Brayne, 2014). 
       Conceptualization of Problem Behaviors 
As a result of the inability to perform simple daily tasks, PWD can become easily 
angered or frustrated (Alzheimer’s Association, 2015a). Throughout the middle stages of AD, 
PWD may experience problematic behaviors as a result of declining communication skills. PWD 
begin having more difficulty expressing coherent thoughts or concerns and deciphering 
conversations among others, thus making communication less effective and more challenging 
(Alzheimer’s Association, 2015a). Common problem behaviors that arise during the middle 
stages of AD are anxiety, depression, repetitive behaviors, irritability, altered sleep patterns, 
physical/verbal outbursts, and a tendency to continually wander (Alzheimer’s Association, 
2015a). As the Alzheimer’s Association (2015a) states, these challenging behaviors are due to 
the brain’s inability to retrieve, synthesize, or apply information effectually. Nearly 90% of PWD 
experience at least one behavioral or psychotic symptom during the middle stages of AD. During 
this gradual transition from mild to advanced dementia, it is common for PWD to experience any 
of the following behavioral problems: agitation, aggression, hallucinations, delusions, 
wandering, or sundowning (Alzheimer’s Association, 2015a). The study by Linde, Dening, 
Matthews, and Brayne (2014) noted that the most prominent symptoms of hyperactivity, which 
were irritability and aggression, were more commonly displayed during the later stages of AD 
and dementia (Proitsi et al., 2011).  
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Conceptualization of Charlie’s Place 
The independent variable of this study involves participants attending Charlie’s Place 
Activity and Respite Center located in Baton Rouge, LA, which is a branch of Alzheimer’s 
Services of the Capital Area. Alzheimer’s Services, also located in Baton Rouge, was founded in 
1983 when a local nurse and neurologist recognized a growing problem with AD and dementia 
(“Alzheimer’s Services,” 2015a). Alzheimer’s Services is a non-profit organization that serves 
ten parishes in South Louisiana assisting over 15,000 individuals with AD and dementia in 
addition to educating and providing support for caregivers (“Alzheimer’s Services,” 2015a) The 
mission of Alzheimer’s Services is to support, teach, and provide help to all of those affected by 
AD and dementia (“Alzheimer’s Services,” 2015b.). The types of programs Alzheimer’s 
Services provides consist of educational programs and training sessions on AD and dementia, 
services and activities supporting caregivers and those with memory impairment, a resource 
library, a telephone help-line, and Charlie’s Place Respite Center (“Alzheimer’s Services,” 
2015d.). 
Charlie’s Place first opened in Baton Rouge, LA, in 2007. The day center provides 
respite to caregivers allowing them to have a day to themselves while knowing their loved one is 
in a safe environment. The participants at Charlie’s Place are generally in the early stages of AD 
or dementia (“Alzheimer’s Services,” 2015c). In order to attend the respite center, the 
participants must be ambulatory, continent, and must be able to feed themselves. No more than 
fifteen participants can attend Charlie’s Place per day and each client is permitted to attend a 
maximum of two days per week (“Alzheimer’s Services,” 2015c).  Additionally, because 
Charlie’s Place is a social model respite center rather than a medical model, it does not provide 
any medical services to participants. The mission and purpose of Charlie’s Place is to encourage 
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client socialization through various stimulating activities, some of which may include physical 
exercise; therapeutic activities, such as music or arts/crafts; socialization; mentally stimulating 
games; lunchtime; and rest (“Alzheimer’s Services,” 2015c). One unique aspect regarding 
Charlie’s Place is its structural similarity to a comfortable home, i.e. the atmosphere of the living 
room and kitchen areas resembles that of a house. It is not unusual for clients to exhibit anxiety, 
social, and behavioral problems; therefore Charlie’s Place’s staff is highly trained to manage a 
range of difficult and problematic behaviors. T. Durham, the respite care coordinator at Charlie’s 
Place, stated that working at Charlie’s Place is a dynamic job that requires training to effectively 
manage these types of behaviors (personal communication, July 27, 2015). A client may have ten 
good days without any problems and on the eleventh day they may exhibit stress or anxiety, 
which can be displayed with aggressive outbursts. An example of problematic behavior shown at 
Charlie’s Place was a client’s resistance to getting in his wife’s car because he thought he is at 
home and did not want to leave. Durham also stated that clients who have trouble 
communicating their needs effectively often display aggressive behavior as a result (personal 
communication, July 27, 2015). These examples indicate a progression of AD and dementia 
among clients. The activities that Charlie’s Place provides are ways in which the staff manages 
these types of behaviors. Popular methods to manage problem behaviors and promote 
socialization among the participants are exercise, discussion groups about who the clients were 
in the past, and themed socials (Durham, personal communication, July 27, 2015). Through these 
specialized AD care techniques, Charlie’s Place has become a beneficial adult day center by 
affectively promoting client well-being and aiding caregivers with respite time.  
 
 
 15 
Historical Foundation of Adult Day Centers 
 The type of program relevant to Charlie’s Place is referred to as a social model day 
program, but before discussing what this type of model entails the general principles and 
historical foundation of this model must be explained. Throughout the United States the main 
variations between adult day programs center on the differentiations between the social and 
medical models. Generally, the social model is a type of respite program that is geared toward 
keeping the client an active member of the community (“National Adult Day,” n.d). The day 
programs that adopt the social model are typically open five days a week during regular business 
hours and their purpose is to provide older adults with a safe environment where they are able to 
socialize and interact with people their age (“National Adult Day,” n.d.). Though it is not 
uncommon for a social day center to have an on-staff nurse, the medical model usually consists 
of a larger interdisciplinary team with doctors, nurses, physical therapists, etc. Another main 
difference between the two models is that a social model is commonly private pay, while a 
medical model usually accepts Medicaid or Medicare (Alzheimer’s Association, 2015a).  
In a study conducted by the MetLife Mature Market Institute (2010), 4,601 adult day 
centers, both social and medical, were analyzed to determine overarching commonalities 
between the facilities. Among several of the findings, the outcome most significant to this study 
centered on the relevancy of AD and dementia. With the finding that nearly half of day centers’ 
recipients consisting of those with AD and dementia, it has been demonstrated that adult day 
programs are the forerunners in caring for this client population (MetLife Mature Market 
Institute, 2010). Additionally, it was found that roughly 90% of all centers provided activities 
that encouraged cognitive stimulation, about 80% allowed for memory training activities, and 
75% delivered educational programs regarding AD and dementia (MetLife Mature Market 
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Institute, 2010). With the type of respite care adult day programs are able to provide, it is likely 
that nursing home placement will be delayed for those with AD and dementia (“National Adult 
Day,” n.d). 
Adult day centers are moderately new establishments in the United States. The origin of 
adult day centers dates back to the 1930s in England when Dr. Marjory Warren first initiated a 
rehabilitation hospital specialized for the care of older adults (Brubaker, 2014). Then in 1957, 
Dr. Lionel Cosin of Cowley Road Day Hospital in England established the very first adult day 
hospital (Irvine, 1994; “National Adult Day,” n.d). Around the same time as Dr. Cosin, English 
doctor Eric Brooke began to recognize the twofold problem of medical and social ailments 
among older adults (Howell, 1976). With the influence of these three British doctors, headway 
was made in the development of geriatric care. Thus, a model of Dr. Cosin’s adult day hospital 
was adopted in a North Carolina hospital in the 1960s (“National Adult Day,” n.d). Shortly after, 
in 1970, Byberry State Hospital in Pennsylvania closed and reopened as an adult day center. The 
number of adult day centers in the United States began to rapidly grow, with about 300 centers 
established within the ten years of the first opening (“National Adult Day,” n.d). In order 
regulate adult day centers and run them in a more uniform manner, the National Adult Day 
Services Associated was formed in 1979. As of 2014, there were 5,685 day programs in the 
United States and that number continues to grow (“National Adult Day,” n.d).  
Application to Charlie’s Place 
Charlie’s Place offers a variety of activities geared towards clients who are experiencing 
the early stages of AD and dementia. These activities have the potential to influence a positive 
outcome on the health of the clients who partake in them. More specifically, the structure of 
Charlie’s Place as a social day program could have a positive impact in reducing or managing 
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client anxiety and behavioral problems, while increasing social engagement. Because Charlie’s 
Place provides a structured and safe environment where clients can participate in various daily 
activities, a client’s level of anxiety may be reduced. The reason for this is that a client who is in 
the early stages of AD and dementia may feel anxious about activities, such as meal preparation, 
because they no longer remember the steps to prepare a meal. Charlie’s Place could alleviate 
some of the stress and anxiety of such activities (Femia, Zarit, Stephens, & Greene, 2007). 
Additionally, because Charlie’s Place is a social model, one of its main goals is to provide 
various activities that incorporate and encourage socialization. In doing this, Charlie’s Place may 
reduce client isolation while maintaining his or her independence (SeniorCare.com, 2015). 
Lastly, the issue of behavioral problems could be regulated with continuous activities, including 
those that incorporate cognitive stimulation (SeniorCare.com, 2015). For someone who is 
inclined to become restless or agitated, the structured activities such as exercise or music therapy 
may provide a way for that client to refocus reducing the tendency towards problematic 
behavior.  
Purposes, Research Questions, and Hypotheses 
 
 The purpose of this study is to evaluate whether attending a social model adult day 
center, such as Charlie’s Place, will have an impact on the levels of anxiety, social engagement, 
and problem behaviors among PWD.  
The research questions for this thesis are as follows: 
 
• R1. Will regular attendance at Charlie’s Place impact anxiety levels among PWD? 
• R2. Will regular attendance at Charlie’s Place impact social engagement among PWD? 
• R3. Will regular attendance at Charlie’s Place impact problem behaviors among PWD? 
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Based on the previously discussed literature, the hypotheses for this thesis are as follows: 
• H1. Regular attendance at Charlie’s Place will impact anxiety levels of PWD as shown by 
the Hamilton Anxiety Rating scale.  
• H2. Regular attendance at Charlie’s Place will impact social engagement of PWD as 
shown by the Index for Social Engagement. 
• H3. Regular attendance at Charlie’s Place will impact problem behaviors of PWD as 
shown by the Revised Memory and Problem Behaviors Checklist. 
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CHAPTER 3: METHODS 
Design and Sampling 
This thesis conducted a secondary data analysis. The data were collected using an 
interrupted time-series model collected by Dr. Scott Wilks. Before beginning the study, approval 
by the LSU institutional review board (IRB) and Alzheimer’s Services was obtained. The target 
population for this study was the clients of Charlie’s Place. The data were gathered from 
Charlie’s Place over a 24-month period. First, to recruit participants the executive director of 
Alzheimer’s Services emailed and directly spoke with the caregivers of the clients at Charlie’s 
Place to explain the purpose of the research study. Because of the nature of dementia, consent 
forms were signed by the caregivers of the clients of Charlie’s Place and collected by the 
Alzheimer’s Services staff executive director. Two staff members of Charlie’s Place were trained 
to collect the data by observing the participating client and completing observation based on 
empirical data. 
Attached to the questionnaire was a cover letter that explained the purpose of the study 
and researcher contact information. To ensure confidentiality, the questionnaire used a unique, 
numerical code for each participant. The questionnaire captured data related to demographics 
and empirical measures relating to the health and wellness concerns of the participants. 
Throughout the 24-month period, data was collected by passively observing the participants in 
four to six different intervals. The staff completed the data instrument in an isolated area apart 
from other Charlie’s Place staff and clients.  
Instrumentation 
 Client demographic information consisted of number of visits to Charlie’s Place, age, 
sex, race, marital status, education level, and stage of AD. 
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 The Hamilton Anxiety Rating Scale (HAM-A), developed by Dr. M. Hamilton (1959), is 
a 14-item, 5-point Likert scale with response choices ranging from not present to very severe. 
Due to the nature of the interview, the 14th item pertaining to the interviewee’s behavior was not 
included. The HAM-A is used to measure client anxiety by assessing cognitive functions, such as 
anxious mood, tension, fears, insomnia, intellectual, depressed mood, as well as somatic 
functions such as muscular, sensory, cardio symptoms, respiratory, GI symptoms, genitourinary, 
and autonomic symptoms (Vaccarino, 2008). Each question within the HAM-A presents a score 
ranging from 0-5; a higher global score indicates greater levels of anxiety among the client.  
 The Index of Social Engagement (ISE) is a 6-item, 5-point Likert scale with response 
choices ranging from never to always. The ISE was developed by Mor et al. (1995) to assess 
client interactions, ease of structured activities, ease of self-initiated activities, establishing own 
goals, involvement in community of facility, and acceptance of invitations to group activities. 
The ISE score ranges from 0-6, with a higher global score indicating more advanced social 
engagement (van Beek, Frijters, Wagner, Groenewegen, Ribbe, 2011).  
 The Revised Memory and Problem Behaviors Checklist (RMPBC) is a 23-item 
dichotomous questionnaire that measures problem behaviors of PWD (APA, 2015). The RMPBC 
was created by Teri et al. (1992) and consists of two subscales. One scale measures the 
frequency of problem behaviors among PWD, while the other measures the reactions of these 
problems by the caregivers. The latter is not being observed because this thesis is only examining 
PWD. The questionnaire is usually a Likert scale format, but the scale has been modified in order 
to assess the client’s behaviors during the most recent visit at Charlie’s Place. Questions on the 
RMPBC are related to memory problems, affect, and disruptive behaviors (APA, 2015). The 
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RMPBC presents one total global score ranging from 0-23. A higher global score indicates a 
higher occurrence of problematic behaviors.  
Data Analysis 
 The reported descriptive statistics were gathered from all sample demographics, which 
are nominal levels of measurement except for age and MMSE score, which are interval levels of 
measurement. Descriptive statistics were also used to report the global scores from the three 
standardized empirical scales used in this study, which are parametric levels of measurement. 
The different interval points for each of the scales will determine if the global scores are 
significantly different. In order to check for significant differences on a specific measure’s global 
score between the different paired data points, a repeated measures ANOVA was run. If the 
ANOVA outcome was determined to be significant, post-hoc analysis deciphered between which 
pair(s) of data points was the group significantly different.  
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CHAPTER 4: RESULTS 
Sample Characteristics 
 
 Sample characteristics are reported in Table 1.  
 
At the baseline, the total number of participants for the study consisted of 30 people, 
53.30% men and 46.70% women. The vast majority of participants were Caucasian (76.70%), 
followed by African American (20.00%) and Hispanic/Latino (3.30%). Additionally, the mean 
age of the total participants was 80.37(SD = 7.83). Of the total number of participants, 63.30% 
were married and 36.70% widowed. In regards to educational level, 31.03% of participants 
received their high school diploma or GED and another 31.03% received their bachelors’ degree. 
Table 1: Sample 
Characteristics  
    
Variable N % M SD 
Age   80.37 7.83 
MMSE Score   15.67 5.23 
Sex Male     
     Male 16 53.30   
     Female 14 46.70   
Race 
    Caucasian 
    African American 
    Hispanic/Latino 
 
23 
6 
1 
 
76.70 
20.00 
3.30 
  
Marital Status 
    Married 
    Widowed 
 
19 
11 
 
63.30 
36.70 
  
Education Level 
    High School/GED 
    Bachelor’s Degree 
    Some College 
    Master’s Degree 
    PhD 
 
9 
9 
5 
4 
2 
 
31.03 
31.03 
17.24 
13.79 
6.90 
  
Stage of AD 
    Mild 
    Moderate 
    Severe 
    Very Mild 
 
14 
8 
6 
2 
 
46.70 
26.70 
20.00 
6.70 
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This was followed by those who received some college (17.24%), and those participants who 
received their masters (13.79%). The severity of AD was measured in four stages: very mild 
(6.70%), mild (46.70%), moderate (26.70%), and severe (20.00%). Lastly, participant MMSE 
score had a mean of 15.67(SD = 5.23). 	  
Anxiety, Social Engagement, and Problem Behavior 
 Although data were collected over a period of 24 months in ten-week intervals, only the 
first three data intervals presented a sample size sufficient enough to analyze the data. At the 
baseline assessment there were a total of 30 participants, then at the second follow-up interval 
there were 24 participants, and 21 participants are interval three. For each category of anxiety, 
problem behavior, and social engagement repeated measures ANOVA was run. Additionally, the 
data analyzed for each of these categories were deemed statistically significant at the 0.05 level. 
All repeated measure ANOVA results are reported in Table 2. Through the observation of 
participants by trained staff members, it was hypothesized that regular attendance at Charlie’s 
Place would impact anxiety levels of PWD as shown by the Hamilton Anxiety Rating scale. 
After the ANOVA was run among the three intervals, none of the paired time intervals were 
significant F(2, 40) = 2.08, p = .14; anxiety among participants remained the same over time. 
Mauchly’s sphericity test indicated that the assumption of sphericity was not violated, χ2(2) = 
5.27, p = .07. Therefore, uncorrected ANOVA results were utilized. 
Furthermore, it was hypothesized that regular attendance at Charlie’s Place would impact 
social engagement of PWD as demonstrated by the Index for Social Engagement. Mauchly’s 
sphericity test indicated that the assumption of sphericity was not violated, χ2(2)= 2.24, p = .33. 
Therefore, uncorrected ANOVA results were utilized, which indicated statistical significance 
between the means for at least one pair of analyses, F(2, 40) = 3.45, p = .04. After analyzing the 
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pairwise comparisons to determine which two points were statistically significant, it was found 
that the mean social engagement scores between intervals one and three were significantly 
different. Social engagement significantly declined from the baseline to interval three.  
Lastly, it was hypothesized that regular attendance at Charlie’s Place would impact 
problem behaviors as shown by the Revised Memory and Problem Behaviors Checklist. 
Mauchly’s sphericity test indicated the assumption of sphericity was violated, χ2(2)= 16.52, p = 
.00. Because ɛ = .63,the Greenhouse-Geisser correction was used F(1.27, 25.30) = 3.18, p = .08. 
These results indicated that problem behaviors remained the same over time. 
*p < .05 
a Greenhouse-Geisser correction used 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 2: Repeated Measure ANOVA 
Results 
    
Variable dfw dfe F p 
Anxiety 2.00 40.00 2.08 .14 
Problem Behaviorsa 1.27 25.30 3.18 .08 
Social Engagement 2.00 40.00 3.44* .04 
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CHAPTER 5: DISCUSSION 
 
Summary of Results 
 
As previously demonstrated, the changes in the levels of anxiety and problem behaviors 
among PWD attending Charlie’s Place were non-significant. This shows that neither anxiety nor 
problem behaviors decreased in participants attending the adult day center. Social engagement 
was statistically significant, meaning that it significantly differed among participants between at 
least one pair of intervals. Social engagement decreased between intervals one and three and 
showed no significant results between one and two or two and three. The reason for the decrease 
in social engagement may be attributed to the fact that AD causes a regression in memory and 
often results in a decline in social activity (Alzheimer’s Foundation of America, 2015). This 
study’s results of a decrease in social engagement coincides with the previously mentioned 
literature, such as the by Farrell et al. (2014) which concluded that a decline in participant 
socialization was because of memory regression.   
Although etiology related to the impact of adult day centers on PWD’s levels of anxiety, 
social engagement, and problem behavior is limited, the findings of this study related to other 
pieces of literature. As discussed in the literature review, it is very common for PWD to 
experience higher levels of anxiety and problem behaviors in addition to having a decline in 
social engagement (Chemerinski et al., 1998; Farrell et al., 2014; Roth et al., 2003;). The study 
by Roth et al. (2003) indicated that problem behaviors among PWD are extremely prevalent 
among those in the middle stages of AD. Farrell et al. (2014) determined that persons with mild 
to moderate AD had decrease in social and previously pleasurable activities. Although there is 
not extensive research on GAD and AD, studies such as Chemerinski et al. (1998) and Blazer, 
George, and Hughes (1991) found that participants with AD exhibited higher levels of anxiety 
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than individuals without AD. In addition to this study’s findings, these studies further indicate 
that anxiety, problem behavior, and social engagement may not change due to the deteriorating 
nature of AD. 
Implications for Practice 
As the above literature indicates, there is limited research on the affects of adult day 
centers on PWD experiencing anxiety, social engagement, and problem behaviors. As indicated 
by this study’s results, if PWD attending adult day centers does not decrease anxiety or problem 
behaviors, the potential for caregiver burnout could increase. In a study by Hall et al. (2014), 
researchers sought to determine whether increased symptoms associated with AD and dementia 
caused greater stress in their caregivers. After evaluating 100 participants with mild to moderate 
AD and their caregivers, Hall et al. (2014) determined that caregivers who presented with higher 
levels of depression correlated with PWD’s level of cognition, behavior disturbances, and level 
of independence. Another study, by Yeager, Hyer, Hobbs, and Coyne (2010), assessed the level 
of caregiver burden in relation to the stages of AD and the associated symptoms of the disease. 
The study similarly found that caregiver burden increased as cognitive and physical 
independence of those with AD declined (Yeager et al., 2010). As these two studies indicate, 
those caring for PWD may be at risk for caregiver stress or burnout. Therefore, social workers 
may need more rigorous education regarding the signs of caregiver burnout and how to address 
these issues with the caregivers. Further, when working with caregivers of PWD it is important 
to note that even if adult day centers do not have a significant impact on the participants’ levels 
of anxiety, social engagement, or problem behaviors, having PWD attend day centers can help 
relieve caregiver stress by giving respite to the caregivers (MetLife Mature Market Institute, 
2010). It is important that social workers be educated on how to work with the growing 
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population of PWD and be familiar with the cognitive and behavioral aspects that change an 
individual’s personality and how this could potentially affect their caregivers.  
Although there were no significant improvements in anxiety and problem behaviors and 
there was a decline in social engagement among participants, this may not be indicative of the 
quality of care provided by Charlie’s Place. Due to the progressive, degenerative nature of AD 
and dementia, participant improvement may never be an attainable goal. Because AD and 
dementia progress with time, the likelihood of seeing significant improvements in these 
categories could continuously be unsatisfied. In order to successfully work with PWD and their 
caregivers, social workers should have extensive education on the problematic symptoms of AD 
and dementia. With more than 5 million people in America living with AD and still no cure, 
social workers need to recognize the prevalence of the disease and advocate for solutions 
(Alzheimer’s Association, 2016). The findings of this study along with other similar literature 
implicates the importance of planning for the future and understanding the problems that can be 
caused by AD and dementia. In order to help the PWD and their caregivers to fully understand 
the disease process along with techniques to help manage symptoms, social workers could 
provide psychoeducation.  
Limitations and Future Research 
Some of the limitations of this study include its small sample size (N = 30). The reason 
the sample size was restricted to such a small number was partly due to the fact that Charlie’s 
Place has a limit of fifteen clients per day. Additionally, the small sample size can also be 
attributed to the drop out rate due to the nature of the disease. In order to attend Charlie’s Place, 
the PWD must be ambulatory, continent, and able to self-feed. Due to the nature of AD, as the 
disease progresses and the client’s cognitive faculties decline, they are not eligible to attend 
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Charlie’s Place. With a larger adult day center, a greater sample size would likely be possible 
because the clientele population would be bigger and there would be fewer limitations on 
attending qualifications. 
In addition to the study’s small sample size there was also a lack of random sampling and 
a lack of a comparison group. Because Charlie’s Place is a closed group, random sampling was 
not used. Another agency was contacted as a means for a control group, but was unresponsive. 
This demonstrates a sampling bias within the study. Due to a lack of random sampling, the 
population addressed in this study may be underrepresented and may not be an accurate 
representation of the population of PWD as a whole (Taylor-Powell, 2009) 
Another limitation to this study is how many days per week the participants are able to 
attend Charlie’s Place. Because participants can only attend this day center a maximum of two 
days per week, this could limit the possibility of influence on anxiety, social engagement, and 
problem behavior. Conducting this study at an adult day center where participants can attend up 
to seven days per week could allow for more rigorous information to be gathered. Because of the 
aforementioned nature of AD and dementia, 10 week intervals of data collection may have been 
too intermittent to note any significant changes. Future studies on respite care should collect data 
in more frequent intervals.  
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CHAPTER 6: CONCLUSION 
 The purpose of this thesis was to determine the effect of the social adult day center 
Charlie’s Place on the levels of anxiety, problem behaviors, and social engagement of PWD. The 
study began with a literature review using previous research to explicate the disease process of 
AD and dementia and how it affects the individual along with his or her caregiver. The literature 
review continued with a conceptualization of outcomes assessing anxiety, problem behavior, and 
social engagement in relation to AD. Then the literature review conceptualized Charlie’s Place, 
followed by the historical background of adult day centers. The methods section outlined in this 
thesis demonstrated that this thesis used a secondary data analysis. Further, data were gathered 
over a period of 24-months by observing participants at Charlie’s Place in four to six different 
intervals and completing patient demographics and the aforementioned scales. As shown in the 
results section, it was determined that both anxiety and problem engagement in participants 
neither increased nor decreased, while social engagement declined from interval one to interval 
three. As previously stated, the number of people in the United States with AD continues to 
increase and there is a need to understand how to manage the symptoms that often ensue with the 
development of this disease. Because there is limited research pertaining to PWD attending adult 
day centers, this thesis added to the body of knowledge by assessing a few of the symptoms 
associated with AD.  
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